the same way as he does his stress assessment. We were glad to find (Table 6 ) that there was good correlation between the two, nearly half the neurotic being thought to be under severe stress, while only 1 % of the particularly stable came into this category.
Having determined that a person is under stress, the next problem is how to cope with it. We have found that talking over his problems with a sympathetic doctor is often enough, coupled with simple common-sense advice on holidays, overwork and outside activities, to achieve considerable success. In a group of 300 stressed men, whom we followed up in more detail, 85 % were treated in this way; in 4 % we were able to reduce the stress by discussion, with his permission, with the man's own company; 8 % were referred to the GP for treatment and 3 % were sent to a psychiatrist.
When this group was followed up about half thought they were better and only 8% thought they were worse. The greater the original stress, the more likely they were to benefit from their visit and any subsequent action. In a different group of 2,700 men, who had attended the Centre on two occasions, we found that overall there was little change between the two visits. About half were unchanged, about a quarter had more stress and a quarter had less. Age made no difference to these proportions. Clearly, those who originally had little stress were liable to show more and those who originally had a lot were more likely to have less stress on their repeat visit.
How all this relates to work performance is difficult-for an outsider to evaluate exactly. We have seen many executives who, when they returned, said how much better they were, how much more they enjoyed their work and how much more efficient they felt they were, as a result of their visit. Undoubtedly there is a selection biasthose who felt they benefited are more likely to return than those who did not. We have, however, followed up by questionnaire some of those who did not come back and their replies seemed to show little difference between them and those who returned, so that this bias is probably only of minor importance.
It seems obvious that a company should devote as much care to its mental resourcesthe brains of its managerial staffas it does to its physical resourcesplant and machinery. The problem is that the maintenance schedules for staff have not yet been worked out in the same detail as for machines.
We hope that our work will go some way towards finding the answer to these problems and persuading everyone that regular medical checks for themselves are as necessary as regular servicing for their cars. The work capacity of a person with asthma depends on the type and severity of the asthma and on the response of the individual to treatment. With the new forms of treatment and preventive measures now available, certain asthma sufferers can now lead near normal lives, whereas in the past they would have been precluded from many types of work.
Most asthma sufferers experience difficulty in breathing as a result of airway obstruction and if, over time, one follows a wide range of people with airway obstruction, one finds a number of broad grades or patterns of airway obstructive disease. I have arbitrarily divided these patterns into five grades as shown in Fig 1. In Grade 1 are patients with symptomatic asthma or dyspnoea without evidence of ventilatory dysfunction. In this group the symptoms must be due to defects other than airway obstruction, e.g. hematological or cardiological defects, or a defect of gas transfer. In Grade 2 the ventilatory capacity is at times impaired, but returns spontaneously to within normal limits; i.e. labile reversible asthma. In Grade 3 the ventilatory capacity remains impaired even between attacks, but can be brought within normal limits with treatment; i.e. chronic asthma, potentially reversible with treatment. In Grade 4 the ventilatory capacity remains impaired between attacks and cannot be brought within normal limits with treatment, although treatment effects a significant improvement; i.e. chronic asthma with reversible and irreversible elements. In Grade 5 the ventilatory capacity shows impairment which is not improved with treatment; i.e. irreversible airway obstruction. and those with severe obstruction are generally fit only for sedentary or light ambulatory work. This is, of course, an over-simplification of the situation; the activity or work capacity of people with airway obstruction will be modified depending on the normality or abnormality of other parameters of lung function. Also the skill and experience of individuals whereby various activities and work can be achieved with the maximum economy of physical effort is an important factor, as is the 'will to work'. A person with severe Grade 3 airway obstruction is without treatment a respiratory cripple but, with effective treatment, can lead a near normal life. Sufferers from severe Grade 5 airway obstruction, where the condition is caused by irreversible emphysematous changes, are inevitably chronic respiratory cripples, but, even so, supportive therapy in the form of portable oxygen and other measures can lessen the overall disability.
Various examples can be given of how work capacity in people with airway obstruction varies with and without effective treatment: housewives with labile asthma, some of whom improve dramatically when pregnant; schoolchildren and students severely embarrassed with grass pollen asthma, which often occurs at the time of important examinations; asthmatic adolescents showing spontaneous improvement with the development of secondary sex characteristics; house mite asthma responding to Intal; agricultural workers with farmer's lung; and irreversible airway obstruction with emphysema in pottery workers attending ovens and kilns, foundry workers exposed to cadmium fumes and coalminers exposed to fumes from shotfiring (nitrous fumes).
Case History: Farmer's Lung
Fig 2 is the 1960 asthma chart of a selfemployed farmer running a small, mixed farm at the foot of the Pennines. It was a moorland hill farm in a bleak situation with poor outbuildings, and frequently his hay was of poor quality and mouldy. In fact he had farmer's lung. His ventilatory capacity was at its lowest in February and March when wintering his cattle indoors and then gradually improved throughout April, May and June, reaching a peak in July and August when he was able to do his own harvesting. After this it deteriorated. In February and March he was far more disabled than the lowered ventilatory capacity would suggest and at that time the ventilatory cost of standard exercise was nearly three times the normal. This increased ventilatory cost of exercise and severe dyspnea were almost certainly due in part to an associated defect of gas transfer. During that summer I persuaded him to invest in a new cowshed with better ventilation, but even so in the following year, 1961 (Fig 3) , his pattern of change was very similar, although he was nothing like so disabled in February and March that year as he was in the previous year. Again, in 1961, he was at his best in July, August and September and he again started to deteriorate as soon as he brought his cattle in for wintering. In 1962 and 1963 the pattern was somewhat similar, but again not so severe as in 1960. In September, 1963 he moved to a new farm with a better farmnhouse and handed over all the farming activities to his daughter and son-in-law, and he then had two uneventful years, 1964 and 1965, when he was not engaged in farming activities. In 1966, when he had resumed farm work, the precipitin tests for farmer's lung were strongly positive, and he was found to have a marked defect of gas transfer in February, March and April, which reverted to near normal in the summer.
Dr Robert Nagle (Cardiac Department, Selly Oak Hospital, Birmingham, B29 6JD) and Dr Ian Picton-Robinson (Health Department, British Leyland, Longbridge, Birmingham)
Rehabilitation after Myocardial Infarction
Nature ofthe Problem We recently studied 153 survivors of myocardial infarction, examining them at an average interval of four months from the onset of their acute illness. Thirty-eight patients had been unemployed before admission to hospital and out of the 115 who were eligible for work only 56 had in fact returned to their employment at the time of examination. Neither the patient's age nor the presence of angina had any overall effect on return to work but previous infarction and physical signs of severe cardiac damage, that is cardiac enlargement, abnormal cardiac impulse, gallop rhythm and severe cardiac failure, were all associated with invalidism.
Thirty patients who were not at work showed no signs of cardiac damage and no evidence of heart failure. Among this group, anxiety and depression were common and many were also held back by social factors, such as the loss of their job through redundancy, or had been advised or influenced not to return by medical advisers or friends.
The patients seen at follow up had been previously examined during their stay in the coronary care unit for the same signs of cardiac damage that we elicited at follow up, and we found a close correlation between the signs found at the two examinations. A discrepancy between the initial assessment of cardiac damage and the situation at follow up was found in only 25 out of the 115 patients, and in only 3 was this great, these being patients with signs of severe damage initially who had apparently lost all evidence of it subsequently.
Persistent invalidism after myocardial infarction may be due to cardiac damage or to non-organic factors, especially social problems and anxiety, and different measures will be required to deal with these problems. It also appears that the patients who have suffered severe cardiac damage can be recognized at an early stage in their illness and their clinical management adapted accordingly.
Management ofNoncardiac Factors
From our interviews it became apparent that much anxiety and avoidable invalidism was due to ignorance of the disease in general and the patient's illness in particular. We have attempted to remedy this by the following measures.
(1) The results of our survey have been described repeatedly to hospital staff and to GPs and local industrial medical officers.
(2) Every patient who does not suffer from severe cardiac damage is given a leaflet describing the course his illness is likely to take, which emphasizes the fact that we expect him to return to active and useful life and to return to work within three months. Copies of this leaflet have been sent to local GPs.
(3) A summary of the clinical findings during the patient's stay in the coronary unit is sent, with his notes, to the general ward and this summary includes a prognosis which is incorporated in the discharge letter to the GP. (4) We have started a trial in which randomly selected patients are interviewed with their wives two months after their admission to hospital. Where appropriate, additional reassurance and guidance is given at this time.
All these services are additional to those normally supplied in the hospital clinics.
Value ofthe Follow-up Clinicfor the Detection ofCardiac Damage Signs of severe cardiac damage were found in 38 of the 153 patients followed up. Improvements in medical treatment were suggested in 23 of them and 12 have been investigated by cardiac
